Feedback of Performance and
Diagnostic Testing:
Lessons from Maastricht Editorials We consider ourselves rational beings. As clinicians, we profess to observe, ponder, and decide on the best courses of care for our patients. In reality, we are creatures of habit, too often operating on heuristics that embody the inertia in medical decision making. Our teachers teach us to make rational choices of antibiotics based on information gleaned from the history and physical examination and results of laboratory tests, but we respond shamelessly to a free pen, flashlight, or meal, necessitating brute force counter-interventions politely deemed &dquo;counter-detailing. &dquo;Z Perhaps nowhere is clinical decision making on shakier ground than in diagnostic testing. The vast majority of tests result in little measurable benefit,3-9 but are often justified by such lame excuses as &dquo;I might get sued&dquo; or &dquo;how do I know he doesn't have it?&dquo; Elsewhere in this issue,3 Winkens and his colleagues describe their efforts to inject some rationality into diagnostic decision making. Since 1984, the &dquo;rationality&dquo; of diagnostic test-ordering by all 85 general practitioners in the Maastricht District of The Netherlands has periodically been assessed by an internist applying guidelines created by the Dutch College of General Practitioners. The general practitioners are asked to supply relevant clinical information on their test requisitions and in return receive summaries of their behaviors. This feedback is accompanied by patient-specific instances of questionable test orders. Although the reviews and feedback focus on a few commonly ordered tests, reductions in diagnostic testing have been broadbased, long-lasting, and impressive. By their estimates, the program pays for itself many times over each year.
The article by Winkens et al. is remarkable for several reasons. First, they undertook their task from the societal perspective. Although they apologize for their study's not being the &dquo;ideal&dquo; randomized, controlled trial, they identified a problem and set out first to solve it and then to evaluate their solution. After a review of the available literature, they decided that continued feedback of personal performance, provided by a respected colleague, i would be the most cost-effective intervention. They then designed and implemented an efficient intervention costing an estimated $55,000 (U.S.) annually. Yet, with healthy skepticism, they have performed repeated studies of their intervention's effects.10-13 Most importantly, they have maintained their intervention for eight years, unlike those of us who perform studies in academic &dquo;laboratories&dquo;14 that often focus on resident physicians and then sometimes stop one intervention to engineer and study another.
Several comments about the current study by Winkens et al. are in order. First, the effects of feedback were greatest for more routine laboratory tests of blood and urine, compared with specific tests performed or interpreted by physicians (e.g., electrocardiograms, endoscopies, and histologic examinations). Second, although feedback is given for only a small number of representative tests, reductions in numbers of tests ordered were seen among all types of tests. Although the authors attribute this generalized reduction in testing to a &dquo;learning effect on tests not discussed,&dquo; it is possible that these results are due at least in part to the Hawthorne effect.
Whether the effect of feedback is direct or indirect is irrelevant, however, because the intervention is positive (giving guideline-based information without refusing any requests for tests) and inexpensive, and its effects have persisted. Although Winkens The Netherlands. Not only was information about testing readily available from the Diagnostic Coordinating Center of Maastricht, but similar information was available from districts without the intervention to serve as concurrent controls. One can imagine the difficulty and cost of attempting such a study in the United States today.
What are the take-home messages from this study? 1) Feedback of individual physician performance relative to accepted guidelines can affect the physician's decision making, and, in the case of ordering diagnostic tests, the intervention can pay for itself. Managed care organizations should pay particular attention to these results. 2) Even if classic randomized, controlled trials cannot be performed, innovations to reduce costs should be studied to assess their own cost-benefit ratios. Imperfect evidence of benefit is better than no information. And 3) the ability to more easily (and routinely) assess such interventions will be an added benefit as advancements in information technology and connectivity make regional medical records a reality. In this issue, Haddawy and colleagues' describe a new approach, the decision-theoretic refinement planning system (DRIPS), that can be applied to constructing decision trees. They have applied this approach to data reported in our cost-effectiveness model for the management strategies for suspected
